The current study investigates the extent to which the Minnesota Multiphasic Personality Inventory-Adolescent (MMPI-A) profiles of 196 male adolescents evaluated in a South
Although the Minnesota Multiphasic Personality Inventory (MMPI) (Hathaway & McKinley, 1943 ) is most frequently discussed as a measure of psychopathology in adults and adolescents assessed in traditional clinical settings, it also has a long and extensive history in the assessment of juvenile delinquents. Indeed, the first research application of the MMPI with adolescents appears to have been made by Dora Capwell in 1941, prior to the publication of the MMPI. Capwell (1945a) demonstrated the ability of the MMPI to accurately discriminate between groups of delinquent and nondelinquent adolescents based primarily on elevations occurring on Scale 4 (Psychopathic Deviate or Pd). Furthermore, the Scale 4 differences between these groups were maintained in a follow-up study that reevaluated the MMPI profiles of this group 4 to 15 months following the initial MMPI administration (Capwell, 1945b ). An early MMPI study by Monachesi (1948) also provided validity data concerning Scale 4 by demonstrating that normal male adolescents produced mean scores on Scale 4 that were significantly lower than those produced by delinquent boys. In a 1950 study by Monachesi, the finding of higher Scale 4 scores for delin-quents, in comparison with normal adolescents, was replicated with a sample of girls. Hathaway and Monachesi (1953 , 1963 undertook the collection of a large data set based on 3,971 Minnesota ninth graders collected during the 1947-1948 school year and 11,329 ninth graders in 86 Minnesota communities collected in the spring of 1954. In addition to MMPI data, extensive correlate and follow-up data were collected by Hathaway and Monachesi with the primary intent of identifying MMPI characteristics among adolescents who would later go on to display delinquent or antisocial behaviors. Hathaway and Monachesi (1963) summarized their major findings from these investigations by noting that Scales 4, 8, and 9, the excitatory scales, were found to be associated with high delinquency rates. When profiles were deviant on these scales, singularly or in combination, delinquency rates were considerably larger than the overall rate. . . . Scales 0, 2, and 5 are the suppressor scales and were the dominant scales in the profiles of boys with low delinquency rates. (p. 217)
Extensive follow-up research based on the data collected by Hathaway and Monachesi has generally supported the concept that elevations on Scales 4, 8, and 9 serve an excitatory role predictive of higher rates of delinquency in adolescent samples (e.g., Briggs, Wirt, & Johnson, 1961; Huesmann, Lefkowitz, & Eron, 1978; Rempel, 1958; Wirt & Briggs, 1959) . Collectively, these early studies convincingly demonstrated the usefulness of the MMPI in identifying adolescents concurrently displaying delinquent behaviors, as well as its potential application in predicting the later onset of delinquency.
The MMPI-A , a revised form of the MMPI designed for adolescents, has also been used to identify or describe juvenile delinquents. For example, Hicks, Rogers, and Cashel (2000) have examined the MMPI-A patterns of violent juvenile offenders. Stein and Graham (1999) have reported the results of efforts by incarcerated delinquents to underreport symptomatology. Losada-Paisey (1998) investigated MMPI-A profiles among male delinquents with and without histories of sex offenses, and Archer, Bolinskey, ; Gumbiner, Arriaga, and Stevens (1999) ; ; Pena, Megargee, and Brody (1996) ; and Toyer and Weed (1998) have more generally evaluated the MMPI-A patterns found among delinquent offenders. Most relevant to the current study, Morton, Farris, and Brenowitz (2002) have recently examined the ability of the MMPI-A to discriminate between 655 male delinquents in a South Carolina detention center and 805 male adolescents from the MMPI-A normative sample. The MMPI-A basic Scale 5 (Masculinity-Femininity or Mf) was found to produce the greatest discrimination between normal and delinquent adolescents with lower, or more masculine, Scale 5 scores characteristic of the delinquent sample. In addition, elevations on basic Scales 4 (Pd) and 6 (Paranoia or Pa) were also more common for male delinquents. They noted that their research findings were generally consistent with prior reports, but that the relative importance of Scale 5 had not been emphasized in prior research. Discriminative analysis based on the optimal combination of various groupings of MMPI-A scales discriminated between the delinquent and normative samples, with a sensitivity ranging from 90% to 95% and a specificity ranging from 80% to 85%, with these findings maintained in a replication sample. demonstrated the usefulness of the MMPI-A in discriminating between protocols produced by boys in a detention center versus profiles from boys in the MMPI-A normative sample. The purpose of the current study was to extend the general methodology used by Morton et al. to investigate the extent to which the MMPI-A profiles of boys from juvenile detention facilities could be successfully discriminated from those of male adolescents receiving psychiatric treatment in inpatient facilities. This latter task may prove considerably more difficult because a variety of socioeconomic factors and contextual variables, when associated with identical patterns of conduct disorder behaviors, may cause the respective behaviors to being viewed as criminal versus psychiatrically disturbed and strongly influence the decision to place an adolescent in either a criminal justice or mental health setting. For example, Teplin, Abram, McClelland, Dulcan, and Mericle (2002) have shown that nearly two thirds of boys and nearly three quarters of girls in a detention center in the Midwest met diagnostic criteria for one or more psychiatric disorders based on structured diagnostic interview results. To explore the issue of the degree to which these groups present distinctive as well as overlapping MMPI-A features, a delinquent sample of 196 male adolescents evaluated in a South Carolina juvenile justice setting was compared with a sample of 200 male adolescents receiving treatment in inpatient facilities and 160 male adolescents receiving substance abuse/mental health services in an inpatient facility.
METHOD Participants
Validity criteria for adolescents' inclusion in the current study consisted of the following: Cannot Say < 25, Variable Response Inconsistency (VRIN) T-score < 80, and Infrequency (F) T-score < 90 . Participant groups in the current study consisted of a delinquent sample of male adolescents who were being evaluated in a South Carolina juvenile justice setting (n = 1,610), a clinical sample of male adolescents who were receiving psychiatric treatment at a variety of inpatient centers (n = 200), and a clinical sample of male adolescents dually diagnosed with psychiatric illnesses and substance abuse disorders (n = 160). The MMPI-A was typically given at the time of admission in all three settings as part of the standard admission procedures. Each of these groups will be described separately.
Delinquent group. The delinquent group incorporated in this study consisted of 196 individuals randomly selected from a larger group of 1,610 male adolescents who completed the MMPI-A as part of a standard assessment procedure upon entering the juvenile justice evaluation center. Sampling procedures for the full sample have been described in-depth elsewhere (cf. . A random number generator was incorporated to assign individuals into the subsample with an emphasis on maintaining a balance of ethnicity between the full sample and the subsample. Ethnic membership in our final sample was as follows: Black, 96 (49.0%); White, 97 (49.5%); Hispanic, 2 (1.0%); and Asian, 1 (0.5%). Ages of participants ranged from 11 to 17 years, inclusive (M = 14.7, SD = 1.2); there were no significant differences in mean ages between the ethnic groups. Although individual diagnostic information was not available for the delinquent sample, these adolescents had been placed in a detention evaluation center for a wide variety of offenses, ranging from status offenses to felony violations.
Standard clinical group. The standard clinical sample consists of MMPI-A protocols obtained from 200 boys receiving psychiatric treatment in a variety of inpatient facilities. These inpatient centers cover a broad geographic area and include three locations in Virginia as well as inpatient facilities in North Carolina and Minnesota. The participants ranged in age from 11 to 18 years, inclusive (M = 15.1, SD = 1.5). Ethnic membership in this group was as follows: Black, 29 (14.5%); White, 151 (75.5%); Hispanic, 3 (1.5%); Native American, 4 (2.0%); Unknown, 2 (1.0%); and Other, 11 (5.5%). There were no significant differences in mean age between the ethnic groups. Primary diagnoses for this group consisted of the following: conduct disorder, 74 (37.0%); mood disorder, 45 (22.5%); substance use disorder, 3 (1.5%); adjustment disorder, 9 (4.5%); anxiety disorder, 2 (1.0%); and other, 15 (7.5%). Secondary diagnoses for this group consisted of substance use disorder, 11 (5.5%); mood disorder, 14 (7.0%); conduct disorder, 12 (6.0%); adjustment disorder, 1 (0.5%); anxiety disorder, 1 (0.5%); and other, 11 (5.5%). No diagnostic information was available for 51 (25.5%) participants, and 99 of the remaining participants received no secondary diagnosis.
Dual-diagnosis group. The third group employed in our analyses consisted of 160 male adolescents admitted to an inpatient treatment center in Texas. This clinical inpatient group was unique in that the adolescents admitted to this facility demonstrated a history of substance abuse or dependence behaviors in addition to psychological conditions requiring mental health services. Application of the validity criteria resulted in elimination of 9 of the 160 MMPI-A protocols in the clinical sample. Thus, the final clinical sample contained 151 male adolescents, ranging in age from 13 to 18 years, inclusive, (M = 15.6, SD = 0.8). Ethnic membership in this group was as follows: Black, 21 (13.9%); White, 76 (50.3%); Hispanic, 52 (34.4%); and Other, 2 (1.3%). There were no significant differences in mean age between the ethnic groups. Primary diagnoses for this group consisted of the following: conduct disorder, 109 (72.2%); mood disorder, 2 (1.3%); substance use disorder, 28 (18.5%); adjustment disorder, 2 (1.3%); anxiety disorder, 1 (0.7%); and other, 9 (6.0%). Secondary diagnoses for this group consisted of substance use disorder, 144 (95.4%); 7 of the remaining participants received no secondary diagnosis. Note that some participants received a primary diagnosis that referenced one substance and a secondary diagnosis that referenced a different substance.
Final sample. The final sample consists of 547 male adolescents (196 delinquent, 200 standard clinical, and 151 dual diagnosis) with valid MMPI-A protocols. Age differences between the subsamples are significant, with the dual-diagnosis group being older than the standard clinical group, which in turn is significantly older than the delinquent group. These age differences, however, are in each case of the magnitude of approximately 6 months. The proportion of minority participants was significantly greater, χ 2 = 34.6, df = 2, p < .001, within the delinquent and dual-diagnosis samples than in the standard clinical sample.
Design and Procedures
Separate MANOVAs were performed for (a) the standard clinical and validity scales, (b) the content and supplementary scales, and (c) the Harris-Lingoes and 0 (Social Introversion or Si) subscales using sample membership (delinquent/standard clinical/dual diagnosis) as the independent variable. These multivariate tests were followed by univariate ANOVAs for each standard MMPI-A scale; a Bonferroni adjustment of p = .0007 was incorporated into significance estimations to account for the 69 separate analyses and effect sizes calculated for each comparison.
Next, a random number generator was used to assign each participant into either a test sample or a crossvalidation sample. Of the 196 participants in the delinquent group, 100 (51.0%) were assigned to the initial sample, and 96 were assigned to the cross-validation sample. Within the standard clinical group, 108 (54.0%) were assigned to the initial sample, and 92 were assigned to the cross-validation sample. Of the 151 participants in the dual-diagnosis group, 69 (45.7%) were assigned to the initial sample, and 82 were assigned to the cross-validation sample.
A discriminant function analysis (DFA)was performed to assess the ability of the MMPI-A to predict group membership from MMPI-A scale T-scores. Two series of analyses were performed. In the first series, predictor variables consisted of those excitatory and suppressor scales that Hathaway and Monachesi (1963) suggested could discriminate delinquent boys from their nondelinquent peers. In the second series of analyses, predictors consisted of those MMPI-A scales that had demonstrated moderate, or larger, effect sizes (d ≥ .50) in their differentiation of the subsample groups and minority status (coded as 0 for a White participant and 1 for a participant from any other ethnic group).
After reviewing the results from our initial DFA, we attempted to derive a smaller group of predictor variables that would demonstrate comparable validity to the larger group of predictor variables. Thus, we performed a stepwise DFA including the MMPI-A predictor variables and minority status; the criterion for entry into the equation was set at p = .001, and the criterion for removal from the equation was set to p = .002.
RESULTS
The MANOVA for the standard validity and clinical MMPI-A scales was significant, F(34, 1056) = 28.5, p < .001. Wilks's lambda was .27, indicating that 73% of the variance in the combination of clinical scale scores can be accounted for by group membership. Table 1 displays mean scores by group with associated univariate results and effect sizes.
A MANOVA was also performed for the content and supplementary scales. MANOVA results were significant, F(42, 1048) = 17.0, p < .001, showing significant between-groups mean T-score differences on these MMPI-A scales. Wilks's lambda was .35, indicating that 65% of the variance in the combination of content and supplementary scale scores can be accounted for by group membership. Hathaway and Monachesi (1963) delineated as excitatory and suppressor scales based on the ability to discriminate delinquent from normal adolescents in their investigations. Two discriminant functions were calculated with a combined χ 2 (12) of 104.8, p < .001. After removal of the first function, there remained a strong association between the predictors and groups, χ 2 (5) of 30.0, p < .001. The two discriminant functions accounted for 73.1% and 26.9% of the between-group variability. The first function maximally separated the standard clinical and dual-diagnosis groups from the delinquent sample, whereas the second function distinguished the standard clinical from the dualdiagnosis group. Results indicate that the optimal linear combination of these six scales was only nominally useful in predicting group membership, with an overall accuracy of 59.2% for the initial analysis and 62.6% for the crossvalidation analysis; given the poor classification performance of the functions, as well as current space limitations, these results will not be addressed further in this article but may be obtained in more detail from the authors on request.
Based ]) were judged to evidence at least moderate effect sizes and were included as predictors in a simultaneous DFA, along with minority status. The F scale had also evidenced a moderate effect size, but we chose not to include this scale in our analyses, because F 2 appears to be a more powerful potential predictor, and all of the F 2 items are also contained in F. Two discriminant functions were calculated with a com- Results indicate that the optimal linear combination of these scales is useful in predicting group membership, with an overall accuracy of 83.4% for the initial analysis and 80.0% for the cross-validation analysis. The structure matrix and coefficients for the variables in this analysis are shown in Table 4 , and classification results are shown in the upper half of Table 5 .
For the stepwise DFA, six MMPI-A variables entered into the equation: F 2 , Si 2 , ACK, IMM, R, and Hy3. Minority status failed to contribute significantly to the prediction of treatment setting beyond these MMPI-A scale scores. As in the simultaneous analysis, two discriminant functions were calculated with a combined χ 2 (12) of 312.6, p < .001. After removal of the first function, there remained a significant association between the predictors and groups, χ 2 (5) of 89.4, p < .001. The two discriminant functions accounted for 76.6% and 23.4% of the between-group variability. Classification accuracy was 76.5% for the initial analysis and 76.7% for the cross-validation analysis. The structure matrix of the predictors, by function, and the DFA coefficients are shown in Table 6 . Classification results are shown in the lower half of Table 5 . -76.190 -59.209 -64.862 NOTE: Variables are ordered by absolute size of correlation within function. The structure matrix consists of the pooled within-groups correlations between discriminating variables and standardized canonical discriminant functions. Classification coefficients are Fisher's linear discriminant functions. DFA = discriminant function analysis.
DISCUSSION
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fulness in accurately classifying profiles into detention versus psychiatric inpatient treatment settings included basic validity scales (e.g., F 2 ), supplementary scales (e.g., ACK, IMM, and R), and Harris-Lingoes subscales (e.g., Hy 3 and Si 2 ). Our results provide modest support for previous findings, but this limited support is likely due to the fact that our comparison samples comprised only adolescents who had been institutionalized for behavioral and/or psychiatric problems, rather than more extreme comparisons such as contrast of delinquents with "normal" groups. For example, the Hathaway and Monachesi (1963) indicators (i.e., the excitatory and suppressor scales) evidenced only nominal discriminative ability among our treatment settings, a finding that likely results from our incorporation of deviant comparison groups. Furthermore, group mean Tscore differences between these scales did not necessarily occur in the direction predicted from prior literature. For example, among the excitatory scales, Scale 5 (Mf), consistent with the prior findings by Hathaway and Monachesi (1963) and , was significantly lower for boys in the detention center and dualdiagnosis samples when compared with the standard clinical sample. That the mean T-scores for the delinquent and dual-diagnosis groups were equivalent might be regarded as evidence that these two groups share traditional and stereotypic views of masculinity and that the clinical group reports gender role views that are much more flexible and also more similar to that of the normative sample. However, also among the excitatory scales, mean T-scores for Scales 4 (Pd) were significantly higher for male adolescents in the standard clinical and dual-diagnosis samples in comparison to the delinquent group, and Scale 9 (Ma) mean score differences between groups failed to reach significance. These latter findings obviously provide little support for Hathaway and Monachesi classification of these scales as excitatory, at least as defined as features uniquely related to delinquency.
Examination of the mean basic scale T-scores for each group reveals that Scale 4 is prominent in each group's mean profile pattern. Indeed, Scale 4 has long been noted as one of the most frequently elevated scales among adolescents in both normal and clinical settings (e.g., Archer, 1997; Hathaway & Monachesi, 1963) . The mean basic scale profile for the delinquent sample corresponds to a 6-4 code type, which has been associated with features of anger, resentment, and argumentativeness. Marks, Seeman, and Haller (1974) noted that adolescents with this code type are often referred by court agencies because of symptomatology involving disobedience, defiance, and negativism. The MMPI-A basic scale mean 2-point code for male adolescents in a dual-diagnosis treatment facility was a 4-9 (see Table 1 ), a code type typically produced by adolescents with difficulties relating to impulsivity and acting out (Marks et al., 1974) . Archer (1997) described adolescents with this latter code type as high-sensation seekers who have high proneness to substance abuse and markedly low frustration tolerances and noted that this code type is the most frequent (10.1%) 2-point code found for male adolescents in clinical treatment settings. The mean MMPI-A basic scale profile for the standard clinical group was a spike-4. Archer and Krishnamurthy (2002) described adolescents with this high point as being oppositional, rebellious, impulsive, and slow to learn from their prior mistakes.
Interestingly, adolescents in each group produced similarly elevated Adolescent-Conduct Problems (A-con) and Adolescent-School Problems (A-sch) content scale scores. The former content scale feature is indicative of teenagers who are often in trouble because of poor impulse control and antisocial behaviors, attitudes, and beliefs, whereas the A-sch elevation is often found among adolescents who have poor school performance and negative attitudes regarding academic activities and achievement . Furthermore, adolescents evaluated in the detention setting produced significantly higher mean T-score values than the standard clinical and dual-diagnosis groups on content scales A-sod and A-trt, reflecting social discomfort and negative treatment attitudes, respectively. Delinquents also produced higher scores on supplementary scales IMM and R, reflective of greater social immaturity and greater emotional control and the tendency to deny psychological distress, respectively . In contrast, adolescents in the standard clinical and dualdiagnosis treatment settings produced higher scores on the A-cyn content scale, indicating greater suspicion or distrust of the motives of others . The three scales on which high scores were most characteristic of membership in the dual-diagnosis group were, not surprisingly, MAC-R, ACK, and PRO. These are the three supplementary scales developed to identify substance abuse problems.
The results from the stepwise DFA suggest that several MMPI-A scales can be used to effectively discriminate between treatment settings. As seen in Table 6 , we can most effectively discriminate delinquents from the other two groups based on high scores on F 2 , R, and IMM and lower scores on Hy 3 . Collectively, these scales suggest that the delinquents group can be characterized by emotional and psychological immaturity, accompanied by superficial attempts to appear well adjusted and emotionally controlled. Furthermore, we can discriminate the dual-diagnosis group from the standard clinical group based on higher scores on ACK and Scale 0 (Si) scores. Archer and Krishnamurthy (2002) have noted that high scores on ACK indicate not only an admission of substance use but also reflect attitudes, beliefs, and behaviors associated with substance use. Thus, the finding that high ACK scores are associated with membership in the dualdiagnosis group is not surprising. In contrast to the higher mean score on ACK, the mean scale 0 score within the dual-diagnosis group is very close to the mean score for boys in the MMPI-A normative sample. Thus, this latter finding actually reflects the pattern that dual-diagnosis group adolescents are less socially isolated and introverted than their counterparts in the standard clinical inpatient group.
It should be stressed that although the MMPI-A profile characteristics of adolescents evaluated in detention, standard clinical, and dual-diagnosis treatment facilities showed some distinctive features, the overall level of elevation and profile features produced by adolescents in these settings also indicate that these male teenagers share many common characteristics. In addition, although mean differences in profile features were often statistically significant, the magnitude of the T-score differences for significant findings was frequently 5 T-score points or less. This latter mean difference range was, therefore, equal to less than the overall standard error of measurement of MMPI-A T-scores that is typically around 5 T-score points . The overlap in MMPI-A features for adolescents in these three groups directly reflects the behavioral and symptomatic overlap shown by these adolescents in numerous research studies (e.g., Teplin et al., 2002) .
Individual basic-scale code types were also determined for each participant. Within the delinquent group, prominent code types-those attained by five or more participants-were as follows: Within Normal Limits (WNL) (112, 57.1%), Spike 2 (11, 5.6%), Spike 4 (9, 4.6%), Spike 1 (6, 3.1%), 6-8/8-6 (6, 3.1%), Spike 6 (5, 2.6%), and 4-6/ 6-4 (5, 2.6%). These code types account for 78.6% of the delinquent group. Within the clinical sample, prominent code types consisted of the following: WNL (86, 43.0%), 1-2-3 (13, 6.5%), Spike 4 (12, 6.0%), Spike 2 (7, 3.5%), Spike 9 (7, 3.5%), Spike 1 (6, 3.0%), Spike 6 (6, 3.0%), 1-2/2-1 (5, 2.5%), and 2-4/4-2 (5, 2.5%). These code types account for 73.5% of the clinical group. Within the dualdiagnosis group, prominent code types consisted of the following: WNL (64, 42.4%), Spike 4 (15, 9.9%), Spike 9 (15, 9.9%), 2-4/4-2 (10, 6.6%), and Spike 2 (9, 6.0%). These code types accounted for 74.8% of the dualdiagnosis group. We also determined which scales participants in each group frequently (more than 20% with high scores) attained high scores on within each group. Within the delinquent group, 23.5% of the participants attained high scores on Scale 6; no other scales were found to have frequent high scores within this group. Within the clinical group, frequent high scores were attained on Scales 4 (27.0%), 6 (25.5%), and 8 (25.5%). Within the dualdiagnosis group, high scores were frequently attained on Scales 4 (33.8%) and 9 (21.9%).
The relatively high frequency of WNL profiles has been a ubiquitous feature for adolescents evaluated with the MMPI-A across a wide variety of psychiatric, substance abuse, and juvenile delinquency settings (Archer, 1997) . Archer, Handel, and Lynch (2001) have recently associated the tendency of adolescents in clinical settings to produce WNL profiles with the observation that a substantial number of MMPI items do not show significant differences in item endorsement frequency between normative and clinical samples. Furthermore, these researchers observed that the MMPI-A basic and content scales generally show a much lower percentage of effective items than do corresponding scales for the MMPI-2. They also noted that the relatively low MMPI-A clinical scale mean T-scores found for clinical samples of adolescents also tended to be produced on the original form of the MMPI by adolescents in clinical samples and that efforts to resolve this problem by developing a K correction for the basic scales (e.g., Alperin, Archer, & Coates, 1996) or by lowering the T-score criterion used to define clinical range elevations (Fontaine, Archer, Elkins, & Johansen, 2001) have proved unsuccessful.
Although the current results demonstrate that the MMPI-A can be used to effectively classify male adolescents by correctional or psychiatric treatment settings, more research is clearly indicated to clarify this complex area. In the present study, for example, we evaluated the effects of ethnicity through stepwise entry of ethnicity into the DFA. Although the results of this analysis suggest that this potentially confounding variable was not influential in the current results, further evaluation of the effects of ethnicity is indicated in future research. Our findings regarding ethnicity are similar to the results obtained by Munley, Murray, Morris, and Baines (2001) , who found that few differences on MMPI-2 scales could be associated with ethnicity once participants were matched on diagnosis.
In addition, although our classification results were replicated from the initial to cross-validation samples, it should be noted that classification accuracy findings are affected by sample base rates (i.e., the relative frequency with which a given characteristic occurs in a specific sample or setting). The relatively equal proportions of adolescents from each setting in the current study allowed for equal probability of an adolescent being classified in any of the research groups. Thus, our results require replication in samples whose base rates for various forms of deviancy more closely reflect those found in the general population, as well as requiring replication with groups of female adolescents. Also, to more fully understand potential group differences between various treatment settings, it will be necessary to compare the MMPI-A profiles of adolescents at varying stages of detention and/or psychiatric treatment, rather than exclusively at entrance into criminal justice and psychiatric treatment programs. An important issue concerns the extent to which the MMPI-A features of these two groups of adolescents would converge, or diverge, if evaluated at the time of discharge or at various follow-up points. It would also be useful to compare adolescents from psychiatric outpatient programs with adolescents in detention settings in order to evaluate the degree to which these potentially less disturbed adolescents could be successfully discriminated from delinquent adolescents based on MMPI-A features. The findings from the current study join the body of literature established with the original form of the MMPI in supporting the usefulness of the revised instrument in describing meaningful characteristics, behaviors, and attitudes of adolescents across varied settings. Kelly L. Farris, M.A., earned her master's degree in clinical psychology from Appalachian State University. She is currently with the South Carolina Department of Juvenile Justice. Her research and clinical interests are in the assessment of juvenile delinquents, the prediction of delinquent behavior, and the assessment of adolescent sex offenders.
